The temperature and pulse-rate settled after two weeks and the patient was discharged after three weeks, having gained 5 lb. in weight.
Dr. H. V. MORLOCK said that the skiagram showed a bronchopneumonic distribution of the lesion, and on going into the history carefully he had ascertained that the bleeding had been present from the time of the accident until the patient fell asleep that night with the aid of a sleeping draught, also that the bleeding was still present when he awoke next morning ; further the patient admitted that he usually slept on his left side. He (Dr. Morlock) was therefore of the opinion that the lesion shown in the skiagram was due to a bronchopneumonic distribution of aspirated blood. Such lesions, not uncommonly seen in a tuberculous patient following a hemoptysis, would be seen to disappear in serial skiagrams in a few days.
Dr. J. L. LIVINGSTONE said he strongly doubted that the hoemorrhage was in the bronchial tree. If that had been the case the opacity would have been more in the lower lobe, whereas in fact it was confined to the upper lobe. He thought an interstitial hemorrhage and bruising of the lung tissues was a more likely explaination.
Paroxysmal Tachycardia associated with an Organic Cardiac Lesion.
Miss C., aged 32. Not known to have had any rheumatic manifestation or scarlet fever. At the age of 7 had measles followed by pneumonia; heart was then said to be affected and games were forbidden after recovery. No details of infancy available.
November 1930, then aged 29, first seen on account of amenorrhcea of three months' duration. No gynmcological cause found; regular periodicity established eventually.
On examination.-A small woman; slight cyanosis of lips. Heart enlarged; apex-beat heaving (apex i in. external to the midclavicular line).
Loud to-and-fro murmur heard at apex and, at about same intensity, all over pracordi-am; conducted to left axilla and to both subclavicular areas and heard all over the lung area at the back and also in the right axilla; rate regular, 72; blood-pressure 130/80.
Liver not palpable; no albuminuria or cedema.
January 1931.-Onset of "palpitation" which came on in the evening each day and on one occasion lasted all night. The cardiac area and murmurs were not altered but there were frequent extrasystoles; rate, 96; blood-pressure 110/70. Liver four finger-breadths below the costal margin; crepitations heard at both bases. With rest the liver enlargement disappeared but the patient has since been subject to attacks of "palpitation," sometimes daily, sometimes at intervals of days or, rarely, weeks. The tachyeardia is generally brought on by slight exertion, such as going upstairs; sometimes it is brought on by flatulence. Usually it lasts for two or three minutes but there have been longer attacks lasting several hours. On four occasions attacks have been observed: In December 1932, Dr. Donald Hall made electrocardiographic examinations between and during attacks. The first print shows right ventricular preponderance, variation in rate, and pauses due to sino-auricular block. The second shows paroxysmal tachyeardia of auricular-ventricular nodal origin.
The patient is living a life of restricted activity but still has frequent short attacks of tachycardia. Treatment has consisted of rest with, at different times, digitalis, cardiazol, and bromides.
Opinions are asked: (a) on the nature of the cardiac lesion, believed to be congenital; (b) treatment of the tachyeardia; (c) prognosis.
Recurrent Sarcoma of Thigh.-HAROLD EDWARDS, M.S. The patient is a nurse aged 43. For three months before she was first seen she had complained of pain radiating down the back of the right leg, and she developed a slight limp. Three weeks before admission a lump was first noticed.
On examination.-A swelling, 4 in. in its long axis, was found commencing immediately below the gluteal fold at the back of the right thigh. It was deep to the fascia, with an ill-defined edge, and fixed. It was slightly tender. There was no muscular weakness in the leg, and the ankle-jerk was present. A diagnosis of sarcoma was made.
March 1933.-Tumour removed. It was partly encapsuled, but fixed in front to the sheath of the sciatic nerve, from which it was dissected with difficulty. Recovery was uneventful,land a course of X-ray therapy was given. Microscopic section showed a spindle-celled sarcoma in which the vessels were, for the most part, well formed.
The patient was free from symptoms for some months after operation, but the pain and limp have recently recurred. When seen again in October, a large recurrence was found underneath the operation scar. There is no evidence of metastases, and no loss of weight. H. T., male, aged 33, formerly a bus conductor.
History.-Swelling in the right supraclavicular region first noticed early in 1S26. Early in 1927 patient coughed up some blood, and was treated as a case of pulmonary tuberculosis for three months. He was in Westminster Hospital in December 1927, under the care of Mr. Artlhur Evans, who removed a mass of glands from the right supraclavicular fossa. Section showed changes typical of lymphadenoma. No enlarged glands were palpable elsewhere, but a skiagram of the chest showed enlargement of the right paratracheal glands. There was no evidence of pulmonary tuberculosis. Since that time Dr. Allchin has successfully treated by X-ray applications, enlarged glands in the neck, axillo, groins and mediastinum. Repeated heemoptyses have occurred since the middle of 1931, but sputum examination has always proved negative for tubercle bacilli.
Patient's general condition has remained satisfactory until early this year (i.e., seven years after onset), but by that time clubbing of the fingers and toes was marked, and later, enlargement of the lower ends of the radius and ulna was noticed.
X-ray examination of the cbest now shows marked opacity in the upper lobe of the right lung, and lipiodol failed to enter the upper-lobe bronchus. Skiagrams of the radius and ulna show the characteristic periosteal thickening of pulmonary osteo-arthropathy.
On October 10, 1933, a left-sided herpes zoster developed. At that time the patient was taking liquor arsenicalis 111 x, t.d.s., having previously been taking a smaller dose.
Dr. PARKES WEBER agreed that this was one of the very rare cases in which hypertrophic osteo-arthropathy (Pierre Marie) was secondary to Hodgkin's disease (lymphogranulomatosis maligna) involving the mediastinal lymphatic glands. In the case which he (Dr. Parkes Weber) had brought before the Section in 1908 (Proc. Roy. Soc. Med., Clinical Section, 1908 -1909 ii, pp. 66-86) the mediastinal mass was larger and the secondary osteoarthropathy was more severe than in the present case.
In the present case the radiographic shadow over the upper lobe of the right lung was due to collapse from bronchial occlusion and did not represent the result of X-ray necrosis and fibrosis.
He thought that herpes zoster, when occurring in patients with Hodgkin's disease, was nearly always connected with the therapeutic administration of arsenic-it had been so in cases that he himself had met with-but it had been maintained by some that herpes zoster was occasionally met with in Hodgkin's disease when no arsenic had been given.
